Tobacco Policy and Smoking Cessation

> > IntroductIon
The 2014 Surgeon General's Report noted that high smoking rates in vulnerable populations such as the homeless have been a persistent public health problem (U.S. Department of Health & Human Services, 2014) . Although smoking prevalence has dropped to 15.1% in the general adult population (Jamal et al., 2016) , prevalence in the homeless population remains over 70% (Agaku, King, & Dube, 2014; Baggett & Rigotti, 2010; Okuyemi, Caldwell, et al., 2006) . Historically, tobacco use among people experiencing homelessness has not been viewed as a major public health concern. Well into the 1990s, homeless service providers encouraged smoking by providing cigarettes for their clients, and the tobacco industry marketed to vulnerable populations, including the homeless (Apollonio & Malone, 2005) . Active support for clients' smoking among service providers began to 705128H PPXXX10.1177/1524839917705128Health Promotion PracticeSung, Apollonio / EvAluAtIon of tobAcco control PolIcIES research-article2017 1 decline as evidence accumulated that smoking is a leading health hazard for people experiencing homelessness, mental health disorders, and substance use disorders (Baggett et al., 2015; Hurt et al., 1996) .
In the general population, multiple interventions have led to reduced tobacco use; these range from policy changes such as clean indoor air laws to efforts to increase quit attempts through increased awareness of the risks of smoking (Centers for Disease Control and Prevention, 1999) . Clean indoor air laws in particular reduce the risk of secondhand smoke exposure and increase quit attempts and abstinence (Mills, Messer, Gilpin, & Pierce, 2009) and are estimated to have been responsible for 12.5% of the decrease in annual cigarette use in the United States between 1944 and 1988 (Gilpin, Farkas, Emery, Ake, & Pierce, 2002) . Interventions to increase smoking cessation have been widely advertised (Centers for Disease Control and Prevention, 2017) , and the provision of comprehensive treatment, including behavioral counseling and pharmacotherapy, has increased quit rates (U.S. Public Health Service, 2008).
Although there are few studies assessing the effectiveness of existing tobacco control interventions among individuals experiencing homelessness, some appear to be effective (Bryant, Bonevski, Paul, McElduff, & Attia, 2011; Courtney et al., 2015; Twyman, Bonevski, Paul, & Bryant, 2014) . There is research supporting the enactment of clean indoor air policies in homeless housing programs; pilot studies suggest that such policies lead to reduced smoking rates and reduced carbon monoxide exposure Vijayaraghavan & Pierce, 2015) . Providing on-site smoking cessation therapy in transitional housing has led to increased abstinence and reduced carbon monoxide exposure (Goldade et al., 2011; Okuyemi, Thomas, et al., 2006; Power, Mallat, Bonevski, & Nielssen, 2015; Segan, Maddox, & Borland, 2015; Shelley, Cantrell, Wong, & Warn, 2010) . These policies can interact; when youth shelters in Los Angeles County enforced no-smoking policies, their clients expressed interest in on-site formal cessation interventions (Tucker, Shadel, Golinelli, Ewing, & Mullins, 2015) . However some smoking cessation interventions that have been successful in the general population, such as referrals to cessation programs, appear to be less successful among people experiencing homelessness, whose housing instability may leave them unable to attend regular appointments and who may lack telephone or Internet access (Chen & Myers, 2015) . In addition, the continued social acceptance of tobacco use in homeless service programs acts as a barrier to quitting (Okuyemi, Caldwell, et al., 2006) . Overall, it is unclear how well findings from existing studies of tobacco control interventions can be generalized to homeless housing programs (Vijayaraghavan, Hurst, & Pierce, 2016) .
Studies of tobacco cessation in other vulnerable populations provide some guidance for how to address smoking among individuals experiencing homelessness. There is significant overlap between individuals experiencing chronic homelessness and those experiencing substance use and mental health disorders; estimates suggest that 20% to 25% of the homeless population experiences severe mental illness, 38% are dependent on alcohol, and 26% are dependent on other drugs (Baggett et al., 2015; Baggett, Tobey, & Rigotti, 2013; Chen & Myers, 2015 ; National Coalition for the Homeless, 2009a Homeless, , 2009b Power et al., 2015; Substance Abuse and Mental Health Services Administration, 2003) . Providing both environmental interventions and smoking cessation services has been effective in residential addiction treatment centers. In 1999 the State of New Jersey passed a licensure standard requiring that all residential addiction treatment providers (a) assess client smoking status, (b) offer cessation services, (c) allow no evidence of staff smoking, and (d) maintain tobacco-free grounds (Foulds et al., 2006) . Smokers covered under this four-part policy reported that it helped them address their tobacco use (Foulds et al., 2006) . New York later adopted a similar policy, and an assessment after 1 year showed it was successful in reducing tobacco use (Guydish et al., 2012 ). An expert panel of homeless stakeholder groups advised that this four-part policy strategy be extended to homeless service providers (Porter, Houston, Anderson, & Maryman, 2011) .
Despite this advice, homeless service providers have been slow to establish tobacco control policies (Apollonio & Malone, 2005; Baggett, Tobey, & Rigotti, 2013; Glasser & Hirsch, 2015) , although there is increasing interest (Arangua, McCarthy, Moskowitz, Gelberg, & Kuo, 2007) . This slow rate of policy adoption does not reflect client preferences, given that smokers experiencing homelessness express the desire to quit at rates comparable to smokers in the general population (Baggett, Lebrun-Harris, & Rigotti, 2013; Baggett, Tobey, & Rigotti, 2013; Connor, Cook, Herbert, Neal, & Williams, 2002; Garner & Ratschen, 2013) . Homeless smokers also express a desire for specific cessation interventions, including pharmacotherapy, behavioral therapy, and combined interventions (Connor et al., 2002; Nguyen, Reitzel, Kendzor, & Businelle, 2015; Okuyemi, Caldwell, et al., 2006) .
Given the limited information available on existing tobacco control policies in homeless housing programs, we reviewed the nature and extent of these policies, and administrative support for them, among programs in San Francisco, California. San Francisco serves the greatest number of homeless clients in northern California (Henry, Cortes, & Morris, 2014) . Although California law banned smoking in workplaces beginning in the late 20th century, certain types of workplaces could choose to designate rooms for smoking or to ban it (Health and Safety Code 118875-118915; 1976) . New state laws in 2016 removed multiple exemptions to the workplace smoking law, yet longterm health care facilities are permitted to allow smoking areas (California Assembly, 2016) , allowing substantial potential variation in policies at different sites. Our study compared existing current tobacco control policies at San Francisco homeless housing programs to the four-part policy strategy that experts have suggested is appropriate. We also asked program administrators to identify perceived barriers to enacting such policies and assessed their receptivity to expanding them. We anticipated that, consistent with past research on tobacco control in homeless housing programs in San Diego (Vijayaraghavan, Hurst, & Pierce, 2016) , San Francisco programs had not consistently adopted comprehensive tobacco control policies and that program administrators would identify tobacco control challenges specific to those experiencing homelessness.
> > MEtHod
We conducted a qualitative study that combined a structured survey with open-ended interviews among administrators of homeless housing programs in San Francisco. The study was approved by the institutional review board of University of California, San Francisco, in February 2015. To identify the population of homeless housing programs in San Francisco, we used an online directory posted by the San Francisco Department of Public Health, conducted additional online searches by keyword, and asked for additional referrals during interviews. We included short-term and long-term housing programs for the homeless that offered housing for at least 3 months, because these programs had the capacity to offer tobacco cessation services on-site. We identified a total of 11 agencies in San Francisco that met the inclusion criteria; these agencies administered 17 different housing programs. As our study focused on policies and barriers to provision of services, the study population consisted of administrators, primarily those holding the title of program director. Administrators were recruited from each agency via phone call or an in-person visit; administrators representing 9 of the 11 identified agencies (82%) agreed to participate. Although this sample size is small, the share of agencies reached is consistent with sample size goals in qualitative research, which seek to collect evidence until no further new insights are provided by participants (DePaulo, 2000; Onwuegbuzie & Leech, 2005) . Administrators who were responsible for multiple program sites were asked to assess all of their programs when responding.
The study was conducted in July-August 2015. After obtaining consent, administrators were asked to complete a short survey and interviewed for 30 to 60 minutes. Our semistructured interview instrument was based on a previously validated template developed by the RAND Survey Research Group. (A copy of the instrument is available in the supplementary table, available online at http://journals.sagepub.com/ home/hpp.)
• Section I of the instrument was designed to assess the characteristics of participating programs. We asked administrators to identify the type of housing provided, capacity, maximum length of stay, and types of services offered. We also asked them to assess their clientele, to give information on the proportion of clients who smoked (if known), to identify their primary source of funding, and to describe the most common form of health insurance for clients.
• Section II of the instrument was designed to evaluate each program's smoking-related policies and programs. We assessed existing smoke-free policies by asking administrators to identify if they had implemented tobacco control policies that were consistent with the four-part New Jersey policy strategy, including (a) assessing the smoking status of clients and their interest in quitting, (b) offering smoking cessation programs or referrals to them, (c) allowing no evidence of staff smoking ("no evidence" was defined as staff members who did not smoke in the presence of clients, did not come to work smelling of tobacco, and did not have cigarettes on display in the work area), and (d) having smoke-free grounds. For housing programs with these policies, we asked follow-up questions about enforcement. For those without these policies, we asked follow-up questions to assess why they had not been instituted. In addition to assessing current policies and programs, we sought information about any relevant policies that had existed in the past. We also asked administrators to indicate their interest in developing interventions to address tobacco addiction and what would constitute a feasible smoking cessation program for their clients.
• Section III of the instrument was designed to identify barriers that administrators perceived were preventing the establishment of tobacco control policies in their programs.
• Section IV of the instrument assessed administrators' receptivity to developing tobacco control policies in their programs using a 5-point Likert-type scale. These surveys were completed before the collection of interview data.
The analysis of the data included both quantitative and qualitative assessments. Closed-ended questions (yes/no and Likert-type scale) were summarized using descriptive statistics. The interviews were recorded and transcribed, then reviewed and coded for common themes. Preliminary codes were assigned to quotes related to policies, programs, barriers, and receptivity using the qualitative data analysis program ATLAS.ti. The preliminary and final codes were reviewed individually by both authors, and disagreements were discussed until the coders reached agreement.
> > rESultS
Facility Characteristics
Of the nine participating homeless service agencies, two ran shelters, five offered transitional housing, and two offered permanent housing. The client population served included families (5/9), individual adults (3/9), veterans (1/9), and youth (1/9). All the agencies offered a variety of supportive services including case management, wellness, mental health, and substance use disorder counseling. The San Francisco Department of Public Health (SFDPH), which mandates documentation of smoking status for the reimbursement of mental health services, funded three of the nine agencies. Most administrators were unable to estimate the share of their clients who were current smokers. All agencies reported that the majority of their clients were insured by MediCal (Medicaid). The results are provided in Table 1 .
Policies
The tobacco-related policies of the shelters were assessed relative to the New Jersey four-part standard and are summarized in Table 2 . Representative quotes from respondent interviews are provided in Table 3 .
Assessing Client Smoking Status. Only one of the nine programs had a policy to ask all clients about their smoking status at intake and inform them about the residential smoking policy if they were identified as smokers. Three programs assessed smoking status for the subset of clients who received mental health services from SFDPH (assessment of these clients is required by SFDPH as a condition of receiving funding.) The remaining five programs did not have a policy to assess clients' smoking status at intake. Of those five, two reported that they informally assessed clients' smoking status during case management sessions, followed up by determining their willingness to quit. Other than these two programs, none of the other seven (including those that had a policy to assess the smoking status of clients) assessed their clients' willingness to quit if they were identified as current smokers.
Offering Cessation Services (or Referring Clients to Them).
None of the nine programs reported that they offered smoking cessation services. Four programs had referred clients to services offered by the Veterans Affairs Health Care System, San Francisco Community Health Network or Kaiser Permanente. Of these four, one had offered a smoking cessation workshop in the past, which had been discontinued, and another offered routine education on the health effects of smoking. The administrators at the five programs that did not have a referral system in place reported that if asked, they referred clients to services that they found by searching online.
Allowing No Evidence of Staff Smoking.
Six of the nine programs banned evidence of staff smoking. Two programs did not have policies addressing staff smoking, and one was not able to provide an answer.
Maintaining Tobacco-Free Grounds. Five of the nine programs reported that they had a policy of 100% smoke-free grounds. An additional three programs had partially smoke-free grounds; specifically, two had designated smoking areas, and one prohibited smoking in common areas. One program allowed smoking in all areas. All the administrators who indicated that there were full or partial smoke-free grounds indicated that these policies were created in response to external mandates. Smoke-free or partially smoke-free programs that operated on privately owned grounds had enacted their policies in response to landlord rules, while those that operated multiple-unit housing complexes were covered by a smoke-free ordinance enacted by SFDPH.
Perceived Barriers to Instituting Tobacco Control Policies
Facility administrators' perceived barriers to instituting tobacco control policies in their programs are organized into two categories: administrative and cultural. Representative quotes describing these findings are provided in Table 4 .
Administrative. Two major themes were identified as administrative barriers to smoking cessation in particular. First was the format of existing smoking cessation programs. Four of nine administrators stated that many of their clients had been disconnected from health care or living with mental health disorders. As a result, tasks like remembering appointment times and arriving at a specific location could be insurmountable challenges. They felt that traditional programs, in which participants are expected to attend multiple weekly meetings, were unrealistic for their clients. Second was a lack of resources for smoking cessation. Three of the administrators stated that they had not been trained to assist clients with smoking cessation and were unaware of what services were available or effective. None of the administrators interviewed was aware that smoking cessation interventions (e.g., nicotine replacement therapy and counseling) were covered by Medi-Cal. Even the administrators whose programs routinely assessed smoking status for clients receiving mental health services were unaware that smoking cessation was covered.
Cultural. Eight out of nine administrators expressed the opinion that quitting smoking was not a priority for their clients. Given multiple competing needs and concerns about finding jobs and housing, it was rare for smoking to be addressed during case management or to become a priority. Consistent with past research, five out of nine administrators stated that they felt smoking was a reasonable coping mechanism for clients. These administrators reported that clients experienced extreme stress as a result of their homelessness and that they respected their clients' decision to smoke as a stress management strategy. Three of nine administrators stated that they perceived smoking was lower risk than alcohol and other drug use, despite research showing the opposite. They also claimed that smoking was a legal addiction and believed, based on past experience securing housing for clients, that landlords were more likely to rent to individuals who smoked than to individuals who used other drugs or who interviewed for housing while holding an open container of alcohol. we do specifically or that we're mandated to do. . . . I'm sure the idea is to incorporate that into treatment and have a conversation with them but there's no specifics." "We want it to be something that pertains to everyone. We're not going to talk about smoking for an hour long to a group of 15 people if it only applies to 3." "We do also encourage people to talk to their doctors about smoking programs. We talk with doctors about getting the patch. And we also talk with them in a broader context around stress, addiction issues. It comes up around money management as well because it's so expensive. It comes up around child health, [we] talk a lot about secondhand smoke." "I would just say because it has not been offered. There hasn't been any curriculum or any programs or any training about it. Nobody's ever suggested it, as far as letting us know how we might do that."
tAblE 4 representative Quotes: Perceived barriers to Instituting tobacco control Policies
Barrier Types Comments
Cultural: Quitting smoking is a low priority "I mean I hate to say it but smoking cessation tends to fall pretty far down the list as far as urgencies. There are things that are really jeopardizing people's ability to remain in the shelter. . . . So [smoking cessation] is something I would obviously love to see more of but sometimes I feel it's lower down on the priority list." "There are so many underlying issues. . . . So many of our clients, just at the top of their list of things they want to resolve, they want to talk about the substance use, mental health issues, or their children's health. So smoking, if it has not become a problem to them, then they just [continue] ." Cultural: Smoking is a reasonable coping mechanism "Like, you know, you're facing a lot of stress and a lot of hardship in your life, and smoking is one way to cope with stress, so you take that away, what are you going to replace that coping mechanism with. There has to be something else that they have to fall back on." "It's kind of like the tea kettle needs to let off steam. So I mean on some level we do try to be respectful of the fact that this is their coping mechanism and they need it right now." Cultural: Tobacco use is socially and legally accepted "I would agree that it's kind of considered the lesser of the evils, and so then if you were trying to get people to address one thing it tends to be the thing that's impairing their functioning most. When working with the homeless population, if the goal is we're trying to get them a house, they can't go meet a landlord drunk, but they could go meet a landlord with a cigarette. It's that different level." "I think it is, but it's not so much their primary goal and I think in the harm reduction spectrum we are trying to help people with the-we're trying to support the coping strategies they use that are less detrimental or dangerous than some others. Usually compared to their crack use, cigarette [use] is not the primary barrier to keeping their housing, so most staff [members] don't see it as the biggest problem either." "I'm more concerned that they're not smoking crack or shooting up drugs, like in the scheme of harm reduction if you can reduce use of those other things and you're still smoking, I can live with that. That's a bit of the attitude we have just because our folks are often dealing with much, much more severe illicit drug use." Cultural: Preventive health is a secondary concern "A lot of our folks see a lot of people die in their buildings and they're not thinking about when they're 80 or when they're 70, they're much more focused on the immediate. I think in looking at smoking cessation it would have to be tied to the immediate benefit they would see in their lives." Administrative: Lack of resources regarding smoking cessation services "I think it would be getting a staff member trained in that specific program. "It's just the format of those resources for smoking cessation, our tenants have not been super successful sticking with those. They're more likely to take a pill or a patch or something that is a medical intervention to reduce their cravings than to learn cognitive behavioral therapy over months. . . . The likelihood of having people come to one group, yes, two groups, maybe, three consecutive groups over three weeks, you would get different people every group. The traditional 8-week, 10-week programs, or models that have the most success for smoking cessation are not ideal [for our clients]." "So it's a lot due to their illness, like being disorganized and having difficulty . . . not always knowing oh, it's Tuesday, the drop-in hours of that clinic are Tuesdays at 3:00, the logistics of knowing where to go and when, so they often need some guidance in the big picture and follow-up."
The final barrier identified was that preventative health was not a priority for their clients. Three of nine administrators reported that clients were more likely to seek medical attention when smoking-related symptoms presented rather than addressing their smoking addiction proactively. They noted that clients were not motivated to quit by long-term benefits and felt that they were more responsive to immediate incentives.
Establishing Tobacco Control Policies
Smoking Cessation. Administrators were asked what might characterize a feasible smoking cessation program for their clients. Eight of the nine administrators were interested in creating such a program. These administrators proposed the following program elements: (a) offering stress management workshops, (b) having easy onsite access to information about smoking cessation, (c) collaborating with health professionals to offer health education, (d) implementing a peer educator model, (e) offering positive incentives such as gift cards, and (f) expanding smoking cessation services to cover staff members.
Tobacco-Free Culture. Four of nine administrators agreed that adopting a tobacco-free environment was important to the mission of the organization while six agreed that fostering a tobacco-free culture was important for clients' well-being. All participating administrators reported that providing referrals to clients interested in quitting was feasible. Five of nine administrators agreed that their staff were ready to adopt changes to promote a tobacco-free culture in their programs.
> > dIScuSSIon
Conclusions
We assessed the extent of policies and programs among San Francisco homeless service providers designed to reduce smoking, as well as barriers to creating a tobacco-free culture in their programs. Our study offers additional insights to existing literature regarding the potential role of service providers in addressing tobacco addiction among people experiencing homelessness and identifies previously unrecognized barriers and facilitators to providing such services.
Consistent with previous research (Vijayaraghavan, Hurst, & Pierce, 2016) , we found that although program administrators were generally supportive of smoke-free policies, they viewed them as a low priority, in part due to the observation that smoking was "legal" and in part due to the persistent attitude that smoking offered clients "one way to cope with stress." Similarly, staff still smoked with clients at some sites, and administrators expressed concern about the lack of resources to address smoking addiction. Research conducted in substance use treatment and mental health treatment programs has identified similar barriers (El-Guebaly, Cathcart, Currie, Brown, & Gloster, 2002; Fuller et al., 2007) .
Our findings suggest new insights for developing tobacco control interventions for this population. All the program administrators we interviewed indicated that they had changed their policies in response to external mandates, including instituting smoke-free grounds to comply with landlord or government policies and assessing the smoking status of clients receiving mental health treatment when the SFDPH began requiring assessment as a condition of receiving funding. In addition, administrators identified specific features of existing smoking cessation programs that they believed were ineffective for their client population, such as asking clients to appear at weekly sessions at a specific time and place. This finding provides insight into why recent pilot efforts to build the capacity to offer smoking cessation services onsite at shelters may have been successful (Vijayaraghavan, Guydish, & Pierce, 2016) . It also suggests that attempting to increase referrals to outside programs could have limited effectiveness. Finally, none of the administrators we interviewed were aware that smoking cessation services (counseling and nicotine replacement therapy) were covered by Medi-Cal, which insured the majority of their clients.
Limitations
Our study has limitations. It was conducted in one locality, San Francisco, and the results may not be generalizable to other areas, particularly given that California is a leader in tobacco control policy. Our results are consistent, however, with a recent study of homeless programs in Los Angeles and San Diego County, suggesting that these findings may be representative of current policies and attitudes in California. In addition, our sample did not include all the homeless housing programs in San Francisco, leading to potential selection bias. Finally, even though we conducted interviews with administrators from each agency, we cannot rule out the possibility that any individual respondent's perspective may reflect personal views rather than attitudes commonly held in the program.
Recommendations and Implications
Our research suggests that more work needs to be done in assessing what kinds of tobacco control programs and policies are most relevant and feasible for homeless service providers, and offers insights into why some existing interventions have worked. Although expert recommendations to establish the New Jersey four-part tobacco control strategy in homeless housing programs have not been translated into practice, public health agencies have a number of policy tools available that could encourage these programs to expand their tobacco control efforts. Pilot efforts to use these policy tools have been successful; examples include local government requiring programs to assess the smoking status of a subset of clients as a condition of funding and landlords demanding enforcement of clean indoor air laws on program sites. Tying program funding to a mandate to assess smoking status could be expanded to all clients or to encompass provision of smoking cessation interventions or referral to these interventions. However, program administrators identified specific problems with referrals to outside treatment programs, which they believed made unrealistic participation demands on individuals that did not have secure housing; this belief is consistent with existing research. Expanding smoking cessation services at homeless housing programs, as well as creating stronger tobacco control policies that ensure smoke-free grounds and ban evidence of staff smoking, may better address smoking among individuals experiencing homelessness than interventions focused on increasing referrals to cessation services.
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